Sir,-In his editorial on predicting difficult intubation [1] , Wilson summarized much of the recent research aimed at defining the underlying anatomical problems resulting in difficult laryngoscopy, and of that aimed directly at discovering a simple bedside test that will predict difficult intubation. He covered several of the better known clinical tests used currently for predicting difficult intubation.
He concluded that as no test is likely to be perfect, it is essential that every anaesthetist must be trained and equipped to deal with unexpected failure to intubate. Researchers in the field would heartily agree; in fact there are already in existence several algorithms for managing the difficult airway, the best known of which is that promulgated by the American Society of Anesthesiologists [2] . Also, anaesthetists should be guided by a test that a patient could have a trachea that is difficult to intubate. If no testing has been performed and intubation is found to be difficult, there can be no valid basis for claiming that the difficulty was unexpected.
I believe that Wilson has misunderstood the paper by Bellhouse and Dore [3] when he observed that study "failed to predict difficult laryngoscopy reliably". In fact, more than 60% of the difficult patients were predicted. In each one of the patients that could not be predicted as difficult with the Macintosh, the angulated laryngoscope [4] readily gave a good view of the larynx.
Teviotdale [5] claimed that prediction assessments preformed according to a method described in 1988 [6] have proven totally reliable in an environment where difficult intubation is a weekly event. His letter did not make clear if the assessment is entirely reliable per se, or if it is because there has not been an intubation failure at Dr Teviotdale's hospital since the angulated laryngoscope [4] became available.
Dr Wilson appears to maintain his philosophy, expressed in 1988 [7] , that prediction of difficult laryngoscopy is not a reliable tool. Current American and Australian teaching differs in this regard. Because of recognized associations between the difficult airway and physical findings (based both on consultant opinion and on linkage (P < 0.001) for the hypothesis that pre-anaesthetic evaluation predicts a difficult airway), American "Practice guidelines for management of the difficult airway " [2] support an airway physical examination. While "even the most careful preassessment will fail to detect some difficult intubations" [8] , the recently recorded Australian suggestion is that "an assessment of the airway and degree of difficulty with intubation should be documented on a structured pre-anaesthetic form for each patient" [9] .
The point is that anaesthetists use one of the currently available methods for predicting difficult intubation [10] , not that there may be little difference between the results of the published methods of predicting difficulty.
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